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S 003 initial Comments 5003 § 165 — There have been no instances of
- . . a resident needin itation. - 11/05/25
An unannounced biennial Sfate Licensure survey | o needing resusc:’tatton' Thereﬂ 105/
was conducted af this residence on 10/03/2025 was at least one employee working on Ongoing
through 10/07/2025. Deficiencies were identified 10/2 and 1079 that was CPR certified, '

relative fo the State Licensure survey, however they failed to provide

$ 168 Organization And Management 2.412.D 5165 do umgntation This issue has heen
Administrative Management corrected. Future schedules have been

and will continue to be audited by the
2.4.12 (D) Cardiopulmonary Resuscitation \:\%

Office Manager and Administrator for

1. Atall times, one person on-site shall have ( compliance. The Quality Assurance

-successiully cornpleted insfruction by the U@ Committee will establish a goal of
| American Heart Association, the American Red f i :
Cross, or the Natiorial Safety Gouncil af the \\\\\ certifying more employees.

minimal ("Heartsaver") level to perform
cardiopuimonary resuscitation.

This Reguirement is not met as evidenced by:
Based on record review and staff interview, it has
beén détermined that the residence failed to
have, at all times, one persor op-sife that has .
successfully completed instruction by the. H@@@ﬂf@
American Heart Association, the American Red
Cross, or the National Safety Couneil at the b e
minimat {("Heartsaver") level to perform 9Y 04 205
cardiopulmonary resuscitation (CPR).

Faciliies Requiation

Findings are as follows:

Review of the slaffing schedule for the week of
8/28/2025 through 10/4/2025 revealed that on
10/2/2025 no one was CPR cerfified on the third
shift. Further review of the siaffing schedule for
the week of 10/5/2025 through 10/11/2025
revealed that on 10/9/2025 no one was CPR
cerfified an the third shiff.
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5 185| Continued From page 1 5165
approximately 12:30 PM with the Nurse Manager,
| he could not provide avidence the shifts werg
staffed on the above-mentioried dates with
personnel holding CPR certifications.
5 490 Resldential Care Services 2.4.21.C Dietelic 5480

Services

1 2.4.21 (C) Dietetic Services

C. The food service in each residence shall
comply with the appropriate reqiivements of R 1.
Gen. Laws Chapters 21-27 and 21-31, Rhode
laland Food Code (Part 60-10+1 of this Title}, and
such other applicable statutory or regulatory
provisions.

_This Reguirament is not met as evidenced by:

Based on surveyor observation, record revisw,
and staff interview, it has been determined that
the facility failed to comply whh all appropriaie
standards of the Rhode island Food Code relative
ta the Kitchenette.

Findings are as follows:

- 1. Record réview of the 2022 Food Code

published by the U.S. Food and Drug
Administration edition, Section 3-602.11, Food
Labels states in part"..(B). Label information shall
includé: {1) Thé common riame of the food..."

During the tour of the Kitchenette on 10/6/2025 at
9:10 AM, the following was revealed in the reach
inrefrigerator;

A\ elgET bottie of white liquid without an identifier
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DEFICIENGY)

CHESTNUT COTTAGE AT THE ELMS INC

5 490! Continued From page 2 5 490

.or date.

2 clear botites of a dark fiquid without an
identifier or date.

-diced white meat with a sauce in a bowl without
~an identifier or date.

-chopped vegetables-in a container without anh
identifier or date.

2 sandwiches in aluminum foil without an
jdentifier or dale.

-a container of shells, diced carrots, and an
unidentifiable meat, without an identifier or date.

2. Record review of the 2022 Food Code
published by the U.S. Food and Drug
Administration, Section 5-501.113 "...Covering
Receptacies. Recaptacles and waste handling
uriits for Refuse, recyclables; and retumable shall _ _ _
be kept covered: (A) Inside the Food 5 490 - The food and liquid ttems

Establishment If the receptacles and units: (1) Jacking labeling were discarded. All food
Contain food residue and are not in continuous &

. 10/6/25

storage areas were reviewed for
| compliance with labeling and dating. Ongoing
The Chef Manager will be responsible
for monitoring food storage for

| -During a surveyor interview following the above compliance. The Quality Assurance
cbservation, Universal Worker, Staff A, ‘Committee will conduct regular
acknowledged the above-mentioned liquid
containers did not have an identifier or date,; as

well as the above-mentioned food. Additionally, . , . . 16/10/25
| she acknowledged the trash container did not $ 490 - Trash containers with lids were

nave a lid. purchased to replace the existing
containers.

use.,.”
N
During a surveyor observalion in the preparation
area, there was a trash container without a cover.

s,

inspections of the food storage areas,

During a surveyor interview with the Chef
 Manager on 10/7/2025 at approximately 1:00 PM,
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Seérvices
2.4.24 (B} (1} Administration of Medications

1. Residences licensed at the M1 laval may
administer medications o residents including, but
not fimited to, removing medication containers
from storage, assisting with the removal of a
medication from a container for residents with
disabifity which prevents independence in this act,
andfor administering the medication directly fo the
resident.

a. The resident or guardian must provide
written authorization for the residence io provide
administration of medications.

b. Medications shall be administerad in
accordance with written orders of a physician.
The residence must provide in wiiting, a
description of services provided by the residence
to each physician, inciuding fimitations on service.

¢, All medications must be checked against a

‘physician’s orders by a licensed nurse, or

pharmacisi.

d, The resident must be identified prior to
administration of any medication.

e. The medication must be in the original

pharmacy-dispensed container with proper fabel

and directions aftached and be administered in
avcordance with such label.
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§ 480/| Continued From page 3 5480
he could not provide evidence that the above
iterns had kbels and dates. He further could not
provide evidence of lids for the trash contalners.
S 565 Residential Care Services 2.4.24.R.1 Medication | S566
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f. Injectable medications, including but not
fimited to insufin, which cannot be seif-
administered by the resident, must be
administered by a licensed nurse.

g. There shall be written a policy/procedure

- for the disposal of hypodermic needlés, syringes

and other such instruments that is in compliance
with rules and regulations governing Hypodermic

| Needles, Syringes & Other Such Instruments

{Part 20-15-6 of this Title),

{1) The legat destruction of hypodermic
needies, syringes or other such instruments is the
responsibility of the last entitied or authorized

 POSSessor.

{AA)} All personnel or residents legally

. authorized to use disposal syringes and needlgs,

shall destroy them after one (1) use,

(BB) Excess and undesired needles,

1 syringes and other such instruments shall be

stored in impervicus, rgid, puncture- resistant

1 container for disposal, Intact nesdies shall be

placed directly into the collection containers.

(CGC) Personnel handling disposal
waste materials such as needies, syringes, and
other such insfruments may treat and destroy
such waste by a DEM-approved altemative
treatment/destruction technology or prepare the
regulated medical waste for off-site transport by a
DEM-permitted medicat waste fransporter,

h. Individual medication récords must be

retained for each resident to whom medications
_are being administerad and each dose

STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPLIER/CLIA D62) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
ARND PLAN OF CORRECTION IDENTIFICATION NUMSER: A BUILDING: COMBLETED
ALRO145% B. WING 10/07/2025
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administered to the resident must be properly
recorded.

i. Any medication administered by the
residence and refused by a resident shail be
documenied and reported, as appropriate.

i Medications shall be stored securely and in-
such a manner to prevent spoilage, dosage
errors, administration errars, and/or inappropriate
access. Provisions for safe storage may include
lockable containers, secire spaces, or lockable
units, as appropriate {o the résidence and the
resident population.

k. Alt medication in the residence, regardiess
of whether confrolied by empioyees or by the
resident, shall be stored securely as stated in §

| 2.4.24(A)(3)(a)(8) of this Part,

1. All centrally stored medications shall be
maintained in accordance with manufacturer's
fabeling and administered by authorized
personnel.

This Requirement is not met as evidenced by.
Based on record review and staff interview, it has.
been detetmined that the residence failed to
ensura that medications shall be stored securely
and in such a manner to prevent spoilage,
-dosage errors, administration efrors, and/or
“inappropriate actess for the singular medication
cart observed,

Findings are as follows:
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& 565

Continued From page 6

1} Resident iD #1's Medication Admirisiration _
Retord (MAR) indicates the resident is prescribed

Acetaminophen 325 milligrams (mg). Take 2
tablets (850 mg) by mouth every 8 hours as
needed for painffever.

Buring a'surveyor observation on 10/6/2025 at
approximately 8.50 AM, the above-mentioned

i medication was not avaflable to be administered.

2} Resident 1D #2's MAR Indicates the resident is
prescrived Trelegy 100-62:5 microgram {mgj,
inhale one puff daily. Manufacturer Instructions
indicate to discard 6 weeks after opening.

During a surveyor chservation on 10/6/2025 at

| approximately 8:55 AM, the above-mentioned
- medication was not available o be administered.

 During a surveyor interview with Registered

Nurse, Staff B, on 10/6/2025 al approximately

9.0 AM, she acknowledged that the residence

did not have the resident's Acetaminophen.

During a surveyor interview on 10/6/2025 at.

approximately 1:40 PM with the Clinical Manager,
he could not provide evidence the medications
listed above were stored appropriately, as
required. '

S 665

/
726,65

$.565.— The issues with bpth
medications were corrected. A

medication cart audit was conducted to

ensure medication administration

compliance, and reégular future audits
will be conducted and reviewed by the
Quality Assurance Committee.

10/06/25
10/07/25

Ongoing
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